Background. No instrument has been developed specifically for assessing the clinician-patient therapeutic relationship (TR) in community psychiatry. This study aimed to develop a measure of the TR with clinician and patient versions using psychometric principles for test construction.
Results. New items not covered by established scales were identified, including clinician helpfulness in accessing services, patient aggression and family interference. The new patient (STAR-P) and clinician scales (STAR-C) each have 12 items comprising three subscales: positive collaboration and positive clinician input in both versions, non-supportive clinician input in the patient version, and emotional difficulties in the clinician version. Test-retest reliability was r=0 . 76 for STAR-P and r=0 . 68 for STAR-C. The factorial structure of the new scale was confirmed with a good fit.
Conclusions. STAR is a specifically developed, brief scale to assess TRs in community psychiatry with good psychometric properties and is suitable for use in research and routine care.
BACKGROUND
The therapeutic relationship (TR) between a patient and a clinician is at the centre of care delivery in community mental health services. The quality of the TR has been found to predict treatment adherence and outcome across a range of patient diagnoses and treatment settings (Oliver-Martin, 1986 ; Frank & Gunderson, 1990 ; Priebe & Gruyters, 1993 ; Bro¨ker et al. 1995 ; Gaston et al. 1998 ; Martin et al. 2000; McCabe & Priebe, 2004) and may even be considered a curative agent in its own right (Catty, 2004) . In community psychiatry, community mental health teams provide comprehensive care programmes for people with severe mental illness. Although there is a shared caseload in assertive community treatment (Mueser et al. 1998) , one named person is usually responsible for keeping in close contact with the patient and coordinating care.
Despite the clinical importance of the TR, no scale has been specifically developed for its assessment in this setting. Although scales have been applied to psychiatric care, they have either been designed for psychotherapy [e.g. Allen's Collaboration Scale (Allen et al. 1984) ; the Barrett-Lennard Relationship Inventory (Barrett-Lennard, 1962) ; the Psychotherapy Status Report (Frank & Gunderson, 1990) ; the Working Alliance Inventory (WAI; Horvath & Greenberg, 1986) ] or developed on an ad hoc basis [e.g. Clarkin's Scale to Assess the Therapeutic Alliance (Clarkin et al. 1987) ; the Helping Alliance Scale (HAS ; Priebe & Gruyters, 1993) ]. One scale, the Therapist-Patient Scales with Schizophrenic Patients (TPPS ; Stark et al. 1992) , was developed for people with schizophrenia but is limited to capturing aspects of expressed emotion.
Simply importing scales developed for conventional psychotherapy is problematic as the TR in the treatment of severe mental illness is different in many ways from that in conventional psychotherapy. In psychiatric settings, the therapist typically practices in a variable organizational setting including in-patient wards, out-patient clinics, community mental health centres, and the patient's home. The duration of treatment is not fixed and can often last a lifetime. The professional tasks are heterogeneous, spanning treatment, rehabilitation, prevention of relapse and accessing services. Finally, there are statutory responsibilities for care, sometimes requiring compulsory treatment.
Hence, there is a need for an empirically developed and tested scale to measure the TR in this setting (Mueser et al. 1998) . To this end, we aimed to develop a Scale To Assess the Therapeutic Relationship in community mental health care (STAR) that is specifically designed for community mental health care, short and easy to administer, has versions for patients and clinicians, good psychometric properties, and, if possible, captures distinct factors.
METHOD
The scale was developed and tested in four stages (see Fig. 1 ). In stage 1, an item pool was generated. In stage 2, the items from stage 1 were administered to patients and clinicians and then reduced through Principal Components Analysis (PCA). In stage 3, the test-retest reliability of the reduced item pool was tested and the items selected for the final scales. In stage 4, the factorial structure of the scale was tested in a new sample of clinicians and patients. Ethical approval was granted by the relevant research ethics committees.
Stage 1 : Generating an item pool Two approaches were used to generate an initial item pool. First, semi-structured interviews were conducted with clinicians and patients to explore ideas about the TR in this setting from both perspectives. Ten open-ended questions were asked of the participants. The questions were hypothetical and did not address any specific relationship (e.g. Imagine an ideal/difficult clinician-patient relationship. How would you describe it ? What elements would make it ideal/difficult? What actions can a clinician/ patient take to help facilitate the development of a good relationship with a patient/clinician ?).
The study was presented at three community mental health team (CMHT) meetings and clinicians were invited to participate. The clinician sample was purposive and consisted of 12 clinicians (five social workers, four community psychiatric nurses, two psychologists and one occupational therapist ; seven females, five males; six white British, four AfricanCaribbean, two other ethnic origins). Ten patients (five females, five males; six AfricanCaribbean, three white British, one Asian) were randomly selected on the basis that they were aged 18-65, in the care of a CMHT, had severe mental illness, and a designated clinician with lead responsibility for care coordination and delivery. The inclusion criteria for patients and clinicians were identical in stages 1-3 of the study.
Data analysis
The audiotaped and transcribed interviews with clinicians and patients were content analysed using the software package Nudist (N4 Classic). The transcriptions were analysed according to five stages, in alignment with the 'framework ' approach to data analysis (Pope et al. 2000) . A second researcher coded 18 % of the transcripts (two patient and two clinician interviews). The inter-rater reliability was good (k=0 . 80, p< 0 . 01). Secondly, after the semi-structured interview, participants were presented with nine existing TR scales to evaluate their applicability to community care. The scales were selected on the basis that they (a) have been used previously in at least one empirical study in a psychiatric context and (b) do not need to be completed by an expert rater, as this would not be practical in community care settings under routine conditions. The nine scales were : the California Psychotherapy Alliance Scales (CALPAS ; Gaston & Marmar, 1991 ) ; Allen's five-point professional-rated collaboration scale (Allen et al. 1984 ) ; Clarkin's six-point scale to assess the therapeutic alliance (Clarkin et al. 1987) ; the Psychotherapy Status Report (Frank & Gunderson, 1990) ; the Barrett-Lennard Relationship Inventory (Barrett-Lennard, 1962) ; the WAI (Horvath & Greenberg, 1986) ; the TPPS (Stark et al. 1992) , the HAS (Priebe & Gruyters, 1993) ; and the Engagement and Acceptance Scale (EAS ; Park et al. 2002) .
Stage 2 : Identifying factors and items
In stage 2, items generated from stage 1 were amalgamated into one scale for clinicians and one for patients. These scales were administered to a new sample of 26 clinicians and 133 of their patients. Clinicians rated their relationship with named patients (participating in the study) and patients rated their relationship with that particular clinician. Clinicians were recruited from five CMHTs in London. There were 16 community psychiatric nurses, eight social workers, one occupational therapist and one psychologist with an average age of 41 years (54 % female ; 46 % White, 27 % Black Caribbean, 15% Black African, 12 % Pakistani/ Chinese/other ethnic origin).
All clinicians were asked to provide the researcher with the contact details of each person with severe mental illness on their caseload. A total of 481 patients were suggested by clinicians : six were regarded as unsuitable, three were withdrawn from the clinicians' caseload and 13 were listed as residents of hospitals. The contact details of eight patients were incorrect. In total, 451 letters were sent to patients with information about the study and an invitation to participate. Three patients replied by post, and all agreed to participate in the study. Of the possible total, 287 were without a contact telephone number and six listed telephone numbers were incorrect, leaving 155 contactable patients. Of those who were contacted by telephone, 28 refused to participate in the study (non-consent rate of 18 %). The total number of people interviewed, all in faceto-face interviews, represented 27 % of the total pool.
The average patient age was 40 years ; 53 % were female ; 50 % were White, 14 % AfricanCaribbean, 12 % Black African, 4% Black other, 7% Indian, 4 % Pakistani, 2 % Bangladeshi, and 7 % other ethnic origins; 48 % lived alone. Most patients were diagnosed with schizophrenia (59 %) or mood disorder (36 %). The mean onset of illness was 21 years before the interview, with an average number of five hospitalizations, and an average of 9 months spent in hospital in total.
Clinicians were asked to complete the corresponding TR questionnaire. If the number of participating patients per clinician was less than 10, the clinician was asked to fill in a corresponding number of questionnaires for randomly selected patients (other patients on their caseload who were not participating in the study but fulfilled the inclusion criteria) that would amount to 10. In total, 133 patient versions and 175 clinician versions were completed.
A researcher who was not involved in treatment interviewed patients and assessed symptoms on the Brief Psychiatric Rating Scale (BPRS ; Overall & Gorham, 1962) .
Statistical analysis
Patient and clinician ratings on the scales were subjected to a PCA with Varimax rotation to reduce the large data set to a smaller set (Ferguson & Takane, 1989) . The number of factors with eigenvalues greater than 3 were noted and those with factor loadings of 0 . 5 or greater were retained. For subscale construction, factors with three or more items were retained, as well as factors with an acceptable internal consistency (i.e. Cronbach's a>0 . 65). Items for subscales were selected on the basis of internal consistency and predictive validity for the subscale score (regression analysis).
Stage 3: Test-retest reliability and finalizing the scale The reduced item pool was administered twice to 68 patients with an average age of 43 years (41 female, 27 male ; four White, one Black Caribbean, one Chinese, one other ethnic origin), randomly selected from the original sample, and their clinicians (n=7), with a 2-week interval. The mean duration of illness for this sample was 18 years, with an average number of six hospitalizations, five of which were involuntary, and an average of 11 months spent in hospital in total. Most patients were diagnosed with schizophrenia (64 %) or mood disorder (35 %). The clinician sample included three social workers, three community psychiatric nurses and one psychologist (five female, two male). The mean caseload for this sample was 21.
A regression analysis was conducted to test how much of the variance of the previous reduced item set was explained by the remaining items after the final reduction.
Stage 4: Testing the scale in a new sample The final scale was administered to a new sample of 266 community mental health care patients and their 120 clinicians in London (UK) and Lund (Sweden). Clinician (STAR-P) and patient scales (STAR-C) were translated into Swedish and then back-translated. Patients were aged 18-65, had a psychotic illness, had been ill for at least 2 years and on the caseload of a CMHT for at least 3 months. Their mean age was 42 . 4 years (S.D.=11 . 6 ; 61% male ; 66 . 5% White British/White European, 22 . 9% Black British/Black African/Black Caribbean, 7 . 2% Asian British/Asian, 3 . 4% other origins). Most patients were diagnosed with schizophrenia (67 %) or mood disorder (13 %). The average length of illness was 18 . 3 years (S.D.=11 . 4). The mean age of the clinician sample was 45 . 8 years (S.D.=9 . 8 ; 63% female ; 59 % White British/ White European, 24% Black British/Black African/Black Caribbean, 15 % Asian British/ Asian, 2 % other origins). Most were community psychiatric nurses (68 %), followed by social workers (17 %), occupational therapists (8 %), psychologists (3 %) and psychiatrists (1 %).
Confirmatory factor analysis models were fitted to both the new clinician and new patient data, using the sem package and R version 2.2.0 (Ihaka & Gentleman, 1996) to test the hypothesis that the new data fit the stage 2 theoretical model. In each case, a model with three factors derived from stage 2 was fitted.
RESULTS

Stage 1
The content analysis of the interview transcripts (clinician and patient transcripts were analysed separately) revealed a number of concepts that may be relevant to any relationship between a helping professional and a patient (e.g. trust, respect, openness, commitment). Clinicians and patients also reported aspects that may be specific to psychiatric or community care settings, some of which were not covered by existing scales. For example, both clinicians and patients reported the clinician's helpfulness in accessing other services and benefits, and patient aggression. Clinicians emphasized family interference, patient's trust, patient's willingness to engage, and shared realistic expectations of progress. Patients stressed clinician's reliability, support, open communication, and their own willingness to accept treatment. Thirty-two items were mentioned by at least four participants and a further nine items were mentioned by nine participants or more. These were retained as 'new ' items to be administered in stage 2.
Based on clinicians' and patients' assessments of their applicability to their relationships, five of the nine existing scales were also retained for further testing in stage 2: the HAS (six items for patients, five for clinicians), WAI (12 items each for patients and clinicians), TPPS (30 items for patients, 16 for clinicians), CALPAS (24 items each), and EAS (four items for clinicians). Four of the nine scales were deemed unsuitable ; the reasons are available from the authors on request.
A global assessment of the TR was added for patients and clinicians and, given the relevance of systemic relationships in this setting, a twopart question on the relationship between clinicians and significant others for patients only (Priebe, 1989) . Thus, the final item pool generated in stage 1 consisted of 119 items for patients (one global rating, 72 items from existing scales, two systemic items, 41 new items and three open-ended questions) and 106 for clinicians (one global rating, 61 items from existing scales, 41 new items and three open-ended questions). The 119 items were put into one amalgamated scale to be administered to patients in the next stage and the 106 items were put into one amalgamated scale to be administered to clinicians.
Stage 2
For the clinician version, the PCA revealed six factors with an eigenvalue o3 explaining 53 . 2% of the variance. For subscale construction, factors with three or more items were retained, as were factors with an acceptable internal consistency (a>0 . 65), in accordance with Ferguson & Takane (1989) and Nunnally & Bernstein (1994) . One factor was dropped because it had only two items and another was dropped because of low internal consistency (a=0 . 17). The summative scales formed from selected items on each component were correlated to check if there was an overlap. The summative scales of the first and fourth factor were correlated (subscale correlation : r=0 . 20, p<0 . 01). Therefore, factor 4 was also dropped. Table 1 shows the three retained factors and the item loadings.
The first factor comprised items relating to a 'positive collaborative ' TR. Six items accounted for 83 % of the variance in factor 1 (adjusted R 2 ) with an a coefficient of 0 . 94. The second factor consisted of items relating to 'emotional difficulties ' of the clinician. Five items accounted for 82% of the variance of factor 2 with a=0 . 88. The third factor captured aspects of 'positive clinician ' input. Three items accounted for 65 % of the variance in factor 3 with a=0 . 73.
Patient data were analysed using the abovementioned criteria. The PCA also showed six factors with an eigenvalue o3 explaining 57 . 3% of the variance. Applying the same criteria as in the analysis of clinician data, one factor was dropped because it had only two items, and another was dropped because of low internal consistency (a=0 . 58). The summative scales of the second and fifth factors were correlated so factor 5 was also dropped. Table 2 shows the three retained factors and the item loadings.
Again, the first subscale consisted of items reflecting a 'positive collaborative ' TR. Six items accounted for 88 % of the variance in factor 1 (adjusted R 2 ) with a=0 . 91. The second subscale comprised items relating to 'positive clinician input '. Five items explained 62 % of the variance with a=0 . 86. The third subscale consisted of items relating to 'non-supportive clinician input '. Five items accounted for 71 % of the variance in factor 3 with a=0 . 76.
Stage 3
The test-retest reliability for all items of the reduced item pool ranged from r=0 . 44 to 0 . 73 (p<0 . 05) for STAR-C items and from r=0 . 44 to 0 . 80 (p<0 . 05) for STAR-P items. The reliability of items retained in the scale ranged from r=0 . 46 to 0 . 73 for STAR-C and from r=0 . 52 to 0 . 80 for STAR-P. Aiming to develop a brief scale and considering the minimum number of three items for a subscale (Burnett et al. 1997) , the number of items in each version was reduced to 12, that is six for the first factor of 'positive collaboration' and three for each for the other two factors, and items with the lowest test-retest reliability on each factor were dropped.
The correlation (Pearson's r) between the total and subscale scores of the two versions revealed a significant, negative association between clinician ratings of their emotional difficulties and patient total ratings (r=x0 . 33, p<0 . 05), patient-rated 'positive collaboration ' (r=x0 . 34, p<0 . 05), and patient-rated 'positive clinician input ' (r=x0 . 34, p<0 . 05). All other correlations failed to reach statistical significance. The test-retest reliability for the final scales revealed positive correlations for the items and mean total and subscale scores (Table 3) .
A regression analysis showed that the items of the final scale explained 87 % of the variance of the previous reduced item pool in the clinician version, and 94 % in the patient version (adjusted R 2 ). The clinician version (STAR-C) and the patient version (STAR-P) are presented in the Appendix. Completing the scale usually takes 5 minutes or less. Scores can be obtained for the total scale and subscales. In the sample in which the scale was developed, the mean sum score of STAR-C was 31 . 5 (S.D.=6 . 9). On the subscales, mean sum scores were 15 . 3 (4 . 0) for ' positive collaboration', 7 . 4 (2 . 7) on 'emotional difficulties, and 8 . 9 (1 . 6) on 'positive clinician input '. On STAR-P, the mean sum score was 38 . 4 (12 . 0) for the total scale, 19 . 9 (6 . 7) for ' positive collaboration', 9 . 3 (3 . 0) for 'positive clinician input ', and 9 . 3 (3 . 3) for 'non-supportive clinician input '.
Stage 4
Fitting the stage 2 three-factor model to the new patient data resulted in a x 2 =153 . 87, df=51, p<0 . 001. The goodness-of-fit index (GFI) was 0 . 91. The root-mean-square error of approximation (RMSEA) index was 0 . 09 [90 % confidence interval (CI) 0 . 08-0 . 11]. A GFI of 0 . 90, or above, and RMSEA index of 0 . 08, or below, are generally regarded as satisfactory. Fitting the stage 2 three-factor model to the new clinician data resulted in a x 2 =107 . 92, df=51, p<0 . 001. Final scales association with sociodemographic and clinical characteristics Total and subscale scores of both STAR versions were investigated in relation to sociodemographic characteristics of clinicians and patients, and patient symptom levels. As a single clinician was rated by a number of patients, there is a cluster effect that could lead to overestimation of correlations. Hence, aggregate means were calculated for the total STAR-P and subscale scores (i.e. an average STAR score per clinician based on their patients' ratings) to investigate their relationship with clinician characteristics.
Clinicians' (i.e. STAR-C) ratings were neither significantly associated with their own sociodemographic characteristics nor with those of their patients with the exception of patient age ; clinicians rated less ' emotional difficulties ' (r=0 . 16, p<0 . 01) and more ' positive clinician input' (r=0 . 15, p<0 . 05) with older patients. There were less favourable ratings of the TR with patients who had higher BPRS scores on the subscales 'emotional difficulties ' (r=x0 . 2, p< 0 . 005) and 'positive clinician input ' (r=x0 . 15, p<0 . 02) .
Patients' (i.e. STAR-P) ratings were related to patient sex, with female patients rating 'positive clinician input' more highly (t=x2 . 1, p<0 . 05). Patients with higher symptom levels had lower total STAR-P scores (r=x0 . 14, p<0 . 05) and higher (i.e. worse) scores on the ' non-supportive clinician input ' subscale (r=x0 . 14, p<0 . 05).
DISCUSSION
STAR has been specifically developed to assess the relationship between multidisciplinary clinicians and patients with severe mental illness in community care settings. In line with psychometric theory of psychological test construction, a rigorous and systematic development process was conducted, through all stages from item generation in open interviews, preliminary test construction, assessment of test-retest reliability, to testing the factorial structure of the scale in a new sample. The scale had to be brief and easy to administer so that it can be realistically applied in community mental health care practice.
The new scale's psychometric properties such as internal consistency and test-retest reliability are acceptable and the original factorial structure was confirmed when the scale was tested in a new sample that included an international subsample. The fact that only a few of the clinician and patient ratings of their relationship were weakly correlated is in line with the extensive research in psychotherapy settings and new research in psychiatry (Couture et al. 2006) , which also shows that patients and clinicians may perceive their relationship differently, with only weak to moderate associations between the two ratings (Horvath & Greenberg, 1986; Marmar et al. 1986 ). The predictive validity of the new scale, that is its association with factors such as treatment adherence, admissions and symptom severity, remains to be explored in future research.
Neither clinicians' nor patients' ratings were strongly associated with sociodemographic characteristics of clinicians and patients, although some weak correlations were found for patients' assessments. With respect to clinical characteristics, McCabe & Priebe (2003) reported that psychopathology may account for 3-28 % of the variance in patient ratings of the relationship depending on the specific sample and treatment setting. In this sample, patients' ratings of STAR were weakly related to symptom levels, and clinicians tended to assess relationships less favourably when patients were more symptomatic. The latter finding has also been reported by Frank & Gunderson (1990) , Neale & Rosenheck, (1995) , Klinkenberg et al. (1998) and Couture et al. (2006) . Although symptoms consistently influence the TR, it may be concluded that STAR scores are not dominated by the degree of patient symptom levels. Clinicians and patients distinguished between different aspects of the TR, and the factors are somewhat different than those found in relationships in psychotherapy. STAR captures three similar factors in each version. The first subscale, ' positive collaboration ', reflects a good rapport, a shared understanding of goals and the experience of mutual openness and trust. For clinicians and patients alike, this factor explained most of the variance of the original item pool and might capture the general quality of the relationship, the 'chemistry ' between the two people and the overall degree to which the relationship works. As such, it might be difficult to influence directly through skills training. 'Positive clinician input ' reflects to what extent clinicians (is perceived by the patient to) encourage, regard, support, listen to and understand the patient. This factor is characterized by more behavioural aspects, which might be easier to modify through training and supervision of clinicians. Finally, 'emotional difficulties ' in the clinicians' rating and 'non-supportive clinician input ' in the patients' assessment reflect problems in the relationship such as the clinician's feeling that they cannot empathize with and are not accepted by the patient, and the patient's perception that the clinician withholds the truth and is impatient and authoritarian. While such feelings are clearly not helpful in establishing or maintaining a positive relationship, they are important to identify and could be addressed in ongoing clinical supervision. Further research might identify the extent to which each of these aspects can be affected through specific clinical interventions or, possibly, changing the clinician in the case of a very unfavourable TR.
Some limitations of this study should be considered. First, the scale was necessarily developed and tested within a selective sample, that is those patients who agreed to take part in the research. The most difficult to engage patients are unlikely to participate in such research, and STAR might not adequately capture the views of that patient group. Second, a larger sample size would have been preferable for the PSA in the development of the scale. However, the factorial structure of the scale was confirmed in the new sample across different settings. Third, the scale was developed in a deprived multi-ethnic inner city area and although it was validated in different areas (with respect to socio-economic and urban-rural conditions), it remains to be tested outside the context of Western/Northern European health-care systems. Finally, the new scale's responsiveness to change also remains to be tested in other studies and health-care systems.
Although STAR measures three distinct aspects of the TR in community mental health care in a clinician and a patient version, it is brief and simple to use. The versions have been developed separately, but capture similar aspects from different perspectives. The scale can be used in research and routine clinical practice. In research it may be applied to assess the quality of the TR as an outcome criterion in its own right or as a mediating factor explaining variance in surveys and trials. In practical care, identifying the quality of a TR may have implications for clinical decisions as well as for professional education and training. This, in turn, might impact on the patients' experience of TR in mental health care, which is viewed by patients as the most crucial factor in good psychiatric care (Johansson & Eklund, 2003) .
